In November 1983, The European Undersea Biomedical Society and the Norwegian Petroleum Directorate organized a workshop on the long term neurological consequences of deep diving. At that 'oft quoted' meeting, Smith Sivertsen said that every dive beyond 250 m is a physiological experiment. He went fiuther and asked his occupational medical colleagues: ' In which work situation, other than deep diving, would one accept that the worker is suffering from reduced consciousness, loss of memory, vertigo, a pathological encephalogram, muscular incoordination and even blackouts and hallucinations?'
At the same meeting the first evidence was produced indicating that although asymptomatic and clinically undetected, extensive damage to the spinal cord may occur in divers.
In this issue, Torok (p. 72), in the field of cognitive performance, concludes that a residual decrement of 10% may be inevitable after deep diving and asks whether this amount of functional loss is acceptable from the point of view of occupational health and hygiene.
In his paper on tle long-term sequelae of diving, also in this issue (p. 79), Elliott states 'Hydrostatic pressure affects every cell in the immersed body.
Changes in many biochemical and physiological processes occur during compression, depth exposure and decompression. These changes may be of no clinical significance and the vast majority are transient (but) permanent effects are known to occur in several bodily systems.
Almost any work activity changes, temporarily, the body's physiology by imposing changes associated with temperature, stress, violent or sustained muscular activity or exposure to toxic environments. But few, if any, occupational activities can match diving in the profundity or the ubiqtuity ofthe changes which are imposed on the human body. Even in shallow diving it is subject to considerable changes of pressure and temperature and a profound change in the partial pressures of the respired gases. At greater depth the composition of the respired gases is also changed.
It is likely that, in most dives, transient bubbles form within the cardiovascular system during decompression but, in some techniques of commercial diving, a pathological state ofincipient decompression sickness is deliberately induced and then rapidly corrected by recompression.
It is unreasonable to suppose that the human organism which has taken millions ofyears to evolve to thrive in a range of 'normal' barometric pressures and temperatures and breathing a 20/80 mixture of oxygen and nitrogen will not react adversely when these conditions are so profoundly changed, often for weeks at a time and for a substantial part ofthe divers' or tunnellers' working life. But occupational physicians who have the challengingjob of caring for these unusual workers are expected to witness their patients having their basic physiology damentally altered every working day and up to 5% requiring corrective therapy for decompression sickness acquired as part of their normal work. Is this position one where the occupational physician can keep silent ethically? I think not.
He has a duty to speak out in support ofthe research which is urgently needed to improve the health ofhis patients in the long term. Occupational physicians have, indeed, spoken out on this subject for many years but their protestations have fallen on deaf ears.
The Medical Research Council Decompression Sickness Panel established the Registry of Bone Radiographs from which Griffiths, Golding, Davidson and others established the criteria for the diagnosis and classification of aseptic bone necrosis and later, the incidence of this condition. Regrettably this Registry was broken up for lack of funding in spite of its unique significance, not only in Britain but in the World. The Panel is now working on establishing the parameters for future research into the long-term effects of diving but without any assurance that funding for such research will be available.
The Government through the Health & Safety Executive, has failed to find funding even for the proper long-term monitoring of divers' health, let alone any basic research. Research programmes at the Admiralty Research Establishment have been cut back almost to the point of extinction. Efforts to mobilize the diving industry or their main employers, the oil industry, have failed to produce alny significant research funding with one or two notable exceptions.
In some industries licences to operate are only issued on condition that money is put into certain specific research projects. Surely the time has come when, if we are to understand the effects of the real pressure which is imposed on the divers, metaphorical pressure must be exerted on the diving industry, the oil industry and perhaps the construction industry, which employs tunnellers, t) provide the modest funding which is needed to answer the divers' very reasonable question 'Is my work bad for my health, doctor?' With modern noninvasive investigative techniques, a will from the divers to cooperate and an ample supply of appropriate medical expertise, the questions could be answered. The only missing fadtor is money and the industries which exploit the divers' and tunnellers' skills have a duty and an obligation to find the money, either voluntarily or by compulsion. Their medical advisers and occupational physicians in general have an ethical duty to pereuade the powers that be that this research should and must be done. 
